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253. Followed by paralysis of eye, pharyngeal and leg muscles. Pa¬ 
tient of Dr. J. Lewis Smith. 

259. Another child convalescent from diphtheria. 

260. During the course of this attack, there were seven apparently 
complete casts of the trachea coughed out. Most of them had bronchial 
branches. Patient of Dr. Wooster Beach. 

261. A large cast was coughed out through the tube. Patient of Dr. 
A. B. Pope. 

274. There was undoubted bronchial invasion at the time of opera¬ 
tion. Marked sepsis. With Dr. E. J. Ware. 

275. Unconscious before operation. She rallied in about half an hour. 
Patient of Dr. J. Harvie Dew. 

277. On account of loose membrane below the tube, which the child 
was unable to expel, I did tracheotomy. Patient of Dr. Charles Milne. 

285. There were three casts of the trachea with bronchial branches 
expelled, the second of which had branches from the sixth division of 
the bronchi. This was such a remarkable specimen that I have care¬ 
fully preserved it. With Dr. G. D. Spor. 

288 and 290 were hopeless cases. With Dr. J. L. Smith and Dr. D. 
L. Hubbard. 

287. This is the only case I ever saw die during the operation. There 
was no trouble to place the tube in the larynx, but, at the beginning of 
the operation, the child was pulseless, and from the temperature and 
other evidences of pulmonary invasion, was hopeless. There was loose 
membrane in the trachea, and the child being unconscious, it was un¬ 
able to get rid of it. With Dr. Henry Muhlfekl. 

296. There was evidence of bronchial diphtheria before operation. 
Patient of Dr. John H. Ripley. 

294. Four days before intubation the mother gave the baby a tea¬ 
spoonful of spirits of ammonia by mistake for lime-water. Hoarseness 
and dyspnoea appeared in two hours, which gradually grew worse with 
only slight intermissions, until operative interference became necessary. 
At this time there were patches which simulated pseudo-membrane on 
the tongue, and the pharyngeal and buccal mucous membrane, and the 
child had quite an extensive pneumonia, with a temperature of 104° F., 
pulse 144, and respiration very rapid. Patient of Dr. G. F. Morris. 


CHRONIC PURULENT OTITIS MEDIA AS A CAUSE OF PER¬ 
SISTENT FACIAL NEURALGIA. 

Edward B. Dench, M.D., 

AURAL 8URGEON, NEW YORK EYE AND EAR INFIRMARY. 

Owing to the rich nerve-supply of the tympanic cavity, any patho¬ 
logical condition of its lining membrane, as we might naturally expect, 
may be attended by complex nervous phenomena. Thus Toynbee 1 cites 
a case in which a rupture of the membrane was the cause of a sensation 
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of cold in the end of the tongue, while Moos, 1 Wilde, 2 and Urban¬ 
tschitsch 3 4 cite cases in which irritation of the exposed chorda tympani 
caused abnormal sensations in the tip of the tongue. Brunner* and 
Urbantschitsch 5 mention cases in which division of the chorda tympani 
caused total loss of taste in certain portions of the tongue, the function 
gradually returning to a greater or less degree; while McBride 6 reports 
a case in which the removal of an aural polyp was followed by almost 
complete loss of the sense of taste in the corresponding side of the tongue. 
Carl 7 observed in a case of chronic purulent otitis media, that there was 
perversion of the sense of taste in the anterior two-thirds of the tongue. 
Following in this line, Urbantschitsch 8 investigated fifty cases of puru¬ 
lent otitis media, with the result that, in nearly all, more of less perver¬ 
sion of the sense of taste existed upon the affected side. 

In all of these observations the sense of taste was affected, but we find 
no mention of any pain. In a ease reported by Noyes, 9 in addition to 
the perversion of taste, there was a feeling of fulness and heaviness in 
the affected side of the head. Hartmann, 10 quoting Moos, states that 
trigeminal neuralgia may be an accompaniment of acute purulent inflam¬ 
mation of the middle ear, of chronic mastoiditis, or of cholesteatoma. 
Roosa 11 mentions that pain in the ear, unaccompanied by any gross lesion, 
is probably due to some pathological condition of the branches of the 
trigeminus within the tympanic cavity, but I find no mention, in his 
work, of neuralgia of the trigeminus accompanying a chronic otitis media 
either of the catarrhal or purulent form. Gruber 12 cites a case reported 
by Guerder in which neuralgic pain in the maxillary region, accompanied 
by an herpetic eruption and salivation, resulted from a catarrhal inflam¬ 
mation of the tympanic mucous membrane. Peck 1,1 reports a case of acute 
purulent otitis media, in which severe pain in the last two molars on the 
corresponding side persisted until the cessation of the aural trouble. The 
teeth were sound, and the author looks upon the pain as neuralgic, and 
caused by the inflammation within the tympanum. Jackson, 14 in review¬ 
ing the different nervous manifestations occurring in the course of chronic 

1 Arch, of Ophfch. and Ofcol., 1809, vol. i. p. 140. 

2 Arch, fiir Ohrenheilk., vol. v. p. 235. 

3 Lehrb. der Ohrenheilk., Wien, 1884, p. 302. 

4 Zeit. fur Ohrenheilk., vol. ix. p. 156. 5 Op. cit., p. 303. 

6 Edin. Med. Journ., 1880 and 1881, vol. xxvi. p. 902. 

7 Archiv. fur Ohrenheilk., 1876, vol. x. p. 152. 8 Op. cit., p. 302. 

Trans, of Amer. Otological Society, 1884, vol. i. p. 556. 

10 Krankheiten des Ohres, Berlin, 1889, p. 170. 

11 A Treatise on Diseases of the Ear, STew York, 1885, p. 561. 

12 Lehrbuch der Ohrenheilk., Wien, 1888, p. 419. 

13 Independent Practitioner, 1883, p. 401. 

14 Lancet, 1877, vol. i. p. 415. 
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purulent otitis, makes the statement that neuralgic pain usually points 
to an acute exacerbation, but does not go into details. 

A careful search through medical literature has failed to reveal any 
cases other than those cited above, in which a persistent facial neuralgia 
had its origin in a chronic inflammation of the tympanum, and for this 
reason I report the following case : 

Mrs. M., aged fifty years, consulted me early in June, with the 
history that, about two months before, she had suffered with an attack of 
“ la grippe ” which had greatly impaired her general health. About 
two weeks before her visit she was seized with severe pain in the right 
ear, lasting about twenty-four hours, followed by a slight watery dis¬ 
charge, which at the date of the consultation had ceased, although the 
hearing remained impaired. This ear, upon examination, presented the 
ordinary appearances of an acute catarrhal otitis media, and under ap¬ 
propriate treatment its function was completely restored, and as it plays 
no further part in the history, will not be alluded to again. One week 
after this attack, and one week before her visit, the patient began to have 
considerable pain in the left ear, and the auricle became tender to the 
touch ; for the relief of this pain, the patient had syringed the ear with 
warm water, but was obliged to discontinue the use of the syringe, as it 
increased the pain greatly. 

When questioned, she stated that the hearing in the left ear had been 
dull for about six years, during which time she had been subject to 
attacks of severe facial neuralgia, involving principally the branches of 
the first division of the fifth nerve upon the left side ; these attacks were 
more severe whenever she had a cold in the head. She also stated that 
there had never been any discharge from this ear, or any pain, until the 
present attack. 

An examination of the left ear revealed the hearing much reduced 
both for the watch and for conversation, and bone-conduction better than 
aerial conduction. The auricle was tender to manipulation, and pressure 
in front of the tragus was painful. On introducing a speculum, the 
canal was found to be considerably swollen, especially along the pos¬ 
terior wall, although there was no localized focus of inflammation. A 
portion only of the anterior segment of the membrana tympani could 
be seen, and this was of a dead-white color. The remainder of the 
membrane was covered with a grayish-white mass, extending outward 
into the canal for a considerable distance. Gentle manipulation with 
the curette or cotton-tipped probe failed to loosen the mass. Under the 
assurance that there had never been any discharge from the ear, and no 
previous attack of pain, I proceeded to remove the mass in the canal 
with the syringe, but although no force was used, the entrance of the 
water was accompanied by severe pain. Another examination now 
revealed the entire membrane of a dull grayish-white color, calcified in 
places and adherent everywhere to the promontory ; in the posterior 
superior segment there was a small opening through which the lining 
mucous membrane of the tympanum could be seen. This opening was 
not more than two mm. long and one broad. It was easily seen that 
the mass in the external meatus had hermetically sealed a perforation, 
and that by its removal the middle ear had been exposed. In view of 
this condition and of the history of slight pain the week before, the 
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patient was advised that there might be some discharge from the ear, 
and, the meatus being closed with cotton, returned home. The next day 
she reported that the ear had continued to discharge a thin, bloody 
serum since leaving the office the previous day. An examination 
revealed the fundus of the canal filled with serum, and drying this, a 
pulsating spot could be seen at the site of the perforation mentioned in 
the first examination ; the drum membrane was reddened, swollen, and 
opaque, the handle of the malleus being scarcely visible. 

For two days the ear was thoroughly cleansed, and boric acid was 
insufflated; under this treatment the discharge diminished, and the 
patient returned to her home, the directions being to keep the ear thor¬ 
oughly cleansed with the syringe in case the discharge reappeared. 

Four days later the patient again appeared. For two days she had 
suffered severe pain in the head and face, the latter being of a neuralgic 
character, and, as she expressed it, of the same kind that she had suf¬ 
fered from at intervals for the last five or six years; the discharge from 
the ear was still profuse. Examination revealed the canal much 
swollen, especially along the posterior aspect. Membrana tympani in 
much the same condition as at last examination, but at the site of the 
perforation there was a mass of granulation tissue, about double the 
size of a pin-head. Pressure on the mastoid was somewhat painful, and 
over the Eustachian tube decidedly so. A blister was applied over the 
region of the tube, extending upward over the lower two-thirds of the 
mastoid, and the patient was ordered to syringe the ear frequently with 
lukewarm water. 

Under the above measures, together with the application of a solu¬ 
tion of the perchloride of iron to the granulation tissue, and the sub¬ 
sequent insufflation of boric acid and alum, the granulation tissue dis¬ 
appeared, and the discharge diminished, but did not cease; the neuralgia 
also was much improved. Next, by means of a Blake middle-ear 
syringe, a few drops of a solution of silver nitrate, ten grains to the 
ounce, were introduced into the middle ear, through the perforation in 
the posterior superior quadrant. The fluid immediately made its way 
into the pharynx, and the pain, which was rather severe for the mo¬ 
ment, soon disappeared. 

Four days later the patient called and said that the discharge was 
much less—in fact, that it was giving her no trouble. She also remarked 
that there had been no neuralgia. A small amount of boric acid was 
insufflated, after thoroughly drying the ear, and the patient went out 
of town, and did not report for four weeks. During this period the ear 
had given her no trouble, and it had not been syringed, although, in 
this, the directions had not been carried out. Examination revealed a 
little thick pus in the canal, and upon wiping this away, granulation 
tissue was seen in the region of the perforation. A few applications of 
the perchloride of iron caused these to disappear, and at the time of 
writing, the discharge has ceased, and the patient is well. There has 
been no facial neuralgia since the ear began to improve, and the patient 
says that she has never passed so long a time without an attack, 
although the general health is no better, or perhaps not quite as good, 
as it has been in former years. 

The membrana tympani, now that the discharge has ceased, shows 
clearly evidences of former purulent trouble, of long duration. It is 
calcified in many places, is adherent to the promontory throughout the 
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entire extent of tlie membrana vibrans, and, in addition to the perfora¬ 
tion already mentioned, exhibits, in the anterior inferior quadrant, evi¬ 
dences of an old perforation, a little larger than a pin-point. This per¬ 
foration is perfectly dry, and evidently adherent by its margin to the 
promontory, and has certainly played no part in the present attack. 

Looking now at the history of the case, it seems only logical to conclude 
that the attacks of neuralgia, dating, as they do, from the time that the 
hearing first became impaired, were due to an inflammatory process 
in the middle ear, involving some of the branches of the tympanic 
plexus. The inflammation probably began in the upper part of the 
tympanic cavity, resulting in the perforation in the posterior superior 
quadrant, the covering of which I removed at my first examination. 
This process apparently continued for years, without the formation of 
enough pus to give rise to discharge, although that it spread to the 
atrium is probable from the old perforation in the membrana vibrans. 
Whether the acute exacerbation, from which she had suffered when she 
saw me for the first time, would have resulted in a discharge, had I not 
removed the crust covering the perforation, thus admitting air to the 
tympanic cavity, is only a matter of conjecture. Certainly, in view of 
the relief obtained from the neuralgic symptoms by the treatment of 
the aural trouble, the acute attack must be looked upon as a piece of 
good fortune. 

I should not have related the details of the case so fully, had I not 
believed that trifacial neuralgia, as a symptom of chronic purulent in¬ 
flammation of the middle ear with very slight discharge, was among 
the rarest of affections with which we are called upon to deal. Neither 
would I attribute the neuralgia to this cause, could any other reason be 
found for it. No other exciting cause existed, and in view of the almost 
instant relief afforded by treating the aural condition, it seemed hard 
to believe that they held any other relation than that of cause and 
effect. 

70 W. Forty-sixth Street, New York City. 


A CLINICAL STUDY IN THE DIAGNOSIS AND TREATMENT 
OF HYPERPHORIA, 

WITH A REPORT OF FOUR CASES. 
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In this paper I shall discuss one of the propositions enunciated by 
Dr. G. T. Stevens, of New York—namely, that hyperphoria is respon¬ 
sible for ocular and muscular anomalies, together with other abnormal 



